Abstract
I. Introduction
Malaria is a mosquito-borne infectious disease of humans which is commonly transmitted via a bite from an infected female Anopheles mosquito. The disease is widespread in the tropics, including most of SubSaharan Africa, Asia, and the Americas.
1 Currently, about 2 million deaths per year worldwide are due to malaria with majority occurring in children under 5 years of age in the Sub-Saharan African countries. 2 The CDC estimates that there are 300-500 million cases of malaria each year and more than 1 million people die from it. 3 The disease is thus a major health problem in most of the tropical and subtropical countries. The presence of malaria in an area requires a combination of high human population density, high mosquito population density and high rates of transmission from humans to mosquitoes and from mosquitoes to humans. If however any of these factors is lowered sufficiently by medications, mosquito elimination and the prevention of bites, the parasite will eventually disappear from that area, as happened in North America, Europe and much of the Middle East.
1, 4, 5 Most semi-urban settings are characterized by such high human population and also high mosquito population which is mostly attributed to farming as their major occupation that provides the favourable vegetations for breeding of the mosquito vectors.
Malaria is preventable and treatable, and history shows that it can be eliminated. Less than a century ago, it was prevalent across the world, including Europe and North America. In high-income countries, aggressive preventive measures and more effective monitoring and treatment gradually brought the disease under control which led to its elimination, which according to the World Health Organization (WHO) refers to the complete interruption of mosquito transmission of the disease for three or more years. In the United States, this milestone was achieved in 1951. 6 At the Alma Ata declaration of 1978, Primary Health Care was declared the ideal means of providing health care to the populace through scientifically sound and socially acceptable methods and technology. 7 It also should take into consideration social and cultural factors of the target audience in order to ensure its sustainability. The two primary health care approaches to control malaria are the preventive and curative approaches. 8 Preventive measures are the use of chemoprophylaxis and vector control activities (through chemical control, environmental control, personal protection and biological control). In all of these, much needs to be emphasized on health educating the individual and community to correct any existing gaps between knowledge and practice of preventive measures. It may be paramount to say here that, such perceived gaps between knowledge and practice may have accounted for the low use of preventive measures like the Insecticide Treated Bed nets (ITNs) and Long Lasting Insecticides Treated Nets (LLITNs) despites its availability.
The aim of the WHO global malaria control strategy is to halve the number of annual deaths from malaria by 2010. 9 The heads of states of African countries, met in April 2000, and committed themselves to malaria control. They committed themselves to an intensive effort to reach the malaria objectives. From surveys of countries in Africa on the current situation of vector control, basically, there are many efforts focused on preventing man-vector contact by large-scale reliance on the implementation of bed nets. 10 In addition, a historical commitment through spelt out targets and goals was made in the conceptual Millennium Development Goals (MDGs) declared in 2000 to eradicate poverty and improve other socio-economic indicators. Compacting malaria is one of its 6 th goals and one of the proposed targets is the proportion of population in malaria risk areas using effective malaria prevention and treatment measures.
Major gains through a combination of interventions have been made in controlling malaria in developing nations through timely diagnosis and treatment using; reliable tests and anti-malarial drugs; indoor spraying with safe insecticides; and the use of long-lasting, insecticide-treated bed nets to protect people from mosquito bites at night. However, current tools and treatments are insufficient to achieve elimination in many countries, let alone global eradication.
Fortunately, global commitment to fighting malaria is being solidified through malaria funding by the Global Malaria Action Plan, the WHO, the Roll Back Malaria Partnership, Bill & Melinda Gates Foundation etc. 6, 11 However, much still needs to be desired if secure lasting gains against one of humanity's greatest health threats is to be achieved.
Despite all these measures, people still have certain misconception about malaria some are clouded with educational background and their cultural beliefs, which may deter the effective control of the disease especially among the rural dwellers whose major occupation is farming. Vast lands are available for farming in rural and semi-urban areas compared to the typical urban settings and most times farming activities are in close proximity to the houses, which may encourage the breeding of malaria parasites; as a result of all these factors, a clue of their knowledge score and malaria preventive practices ought to be established so that appropriate recommendations may be made if existing gaps are established.
The study determined the knowledge of malaria among the adult females and assessed the type of malaria prevention practiced.
II. Methodology
A cross sectional descriptive study was conducted in Gwash community located about 1km from the permanent site of the Jos University Teaching Hospital, Jos and about 10 km from the central business area of the state capital, Jos. A multistage sampling technique was used to select the study participants. Lamingo ward was selected through a Simple Random Sampling Technique (SRST) by balloting from the list of the twenty wards in Jos North Local Government Area of Plateau state; Gwash community was then selected from the list of all the communities in Lamingo ward by a SRST. Out of the 196 households from the 43 houses enlisted, all the 87 households with adult females were selected; all the 253 adult females irrespective of their marital status who gave verbal consent were recruited for the study.
Semi-structured interviewer administered questionnaires was used to obtain information on the sociodemographic characteristics, their knowledge of malaria prevention and the type of malaria prevention practiced. Microsoft Office Excel and Statistical software SPSS version 16.0 were used for data entry and analysis respectively. Test of association between knowledge and practice of malaria prevention was established with Chi square test and a p-value of less than 0.05 was statistically significant.
Out of the four stem questions asked on malaria, 3 or 4 correct answers amounts to a good knowledge score; 2 or below correct answers had poor knowledge. 
III. Results

IV. Discussion
The socio-demographic profile depicts a fairly young population of adult females with a greater percent of them less than 38 years, which is typical of a developing world. Most of the respondents are of the Afezere ethnic group (the indigenous tribe of the community). Majority of the women are literate with primary and secondary school as the highest education obtained.
The general knowledge on malaria was found to be poor especially on their understanding of malaria and on methods of preventing it. The poor level of knowledge established through the responses provided by the respondents on the questions asked on malaria and their low (28.45%) practice of at least a method of malaria prevention, is not in agreement with this fairly literate community, this discrepancy between literate level and poor practice could have been accounted for by other social and cultural factors such as beliefs and traditions of the people, though these were not established in this study. This low practice of malaria prevention was also reported in the 2008 Nigeria Demographic and Health Survey (NDHS) with the lowest use of ITNs seen in the North Central and South West regions of the country. 12 All the households surveyed in this study had at least one ITN mostly obtained from the free nationwide distribution Roll Back malaria programme while others purchased theirs from the open market. The 2008 NDHS results indicate that more rural households than urban households own at least one mosquito net. The use of ITNs is currently considered the most cost-effective method of malaria prevention in highly endemic areas. This is the main method of malaria prevention employed in Nigeria.
A logistic regression of the predictors of preventive practices (age, occupation, educational status and knowledge score of malaria) showed a statistically significant relationship (p=0.000) between age and the knowledge score. An increase in practice of ITNs was also related to increasing level of education in the 2008 NDHS. 12 The National Malaria Control Strategic Plan (NMCSP) identifies the goals of the Roll Back Malaria (RBM) Strategy and the MDGs goals as the means of achieving national health and development. In addition, it also sets out to increase the ownership and use of ITNs and LLITNs. [13] [14] [15] [16] Among those that practice at least a method of malaria prevention, single use of ITNs, insecticide sprays and repellent coils were most favoured. And among the (3.1%) that combined methods of prevention, use of ITNs together with insecticide sprays were most practiced. In the elements of the RBM strategy, multiple prevention; through the use of ITNs, environmental management, prophylaxis and insecticide resistance alert was advocated. 17 concurrently are the primary health care preventive approaches which are through the use of chemoprophylaxis and vector control activities (chemical control, environmental control, biological control and personal protection through the use of ITNs, window screens, repellent and wearing of long sleeved shirts and full trousers). 18 Malaria control has also a particular role to play in the attainment of the health related MDGs, of particular interest is the MDG 6 whose goal is to combat Malaria, HIV/AIDS and other diseases with the specific target to have halted these diseases by the year 2015 (about two years from now).
V. Conclusion
The practice of malaria prevention, though commonly through the use of ITNs was low which was also in relation to the community's' poor knowledge of malaria. In all the prevention methods practiced, the single approach was most favoured which on its own may not significantly impact on the attainment of the MDGs 6 at the stipulated time frame.
VI. Recommendation
Knowledge is a necessary tool that can promote good practice of a health promoting lifestyle. ITNs are being distributed through stand-alone and integration campaigns, more awareness needs to be created to encourage its use especially in combination with other methods.
